iNtroductioN
We are living in interesting times, and I would say opportune times. At all levels of society, and in nearly all corners of the globe, there have been tremendous pressures and calls for change. Whether it comes in the political realms with the recent waves of populism and empowerment of disenfranchised population resulting in instability or at the very least uncertainty, or in health care with the increased demands for access to basic coverage all while the system is surging ahead with advances in drugs, devices, and care delivery and doing so within increasing financial constraints. Both medical education and the broader domain of health professional education are embedded within these environments and thus inevitably will either be shifted by it or more dramatically transformed by it. Thus, there is a need to engage in the discussions occurring within the communities we reside and work in, to understand the pressures and to identify the opportunities, in order to not only align with societal needs but also modulate societal expectations to reflect shifting realities.
What are stakeholders in the healthcare system looking for? Our patients are demanding more compassionate care with better healthcare outcomes -safer patient care and improved quality. Our communities are expecting that the medical education system will meet societal needs, but there is also a realization that we have a role to shape or frame expectations in reality. Our medical trainees need to be prepared for the ever-expanding and changing healthcare environment that they will step into, but they are expecting a more supportive educational ecosystem than our predecessors experienced. Our faculty are needing to be equipped for shifting beyond role model to that of teacher, coach, and facilitator, skill sets for which many of them have not been prepared for, in addition to maintaining busy clinical practices and recognized for their involvement. These are not new findings as noted in the reviews of the current state and future directions of medical education that many organizations and jurisdictions conducted in conjunction with the centenary of Flexner's seminal report. [1] treNds Over the past decade, there have been several trends impacting medical education that are shaping the transformations that we are now beginning to experience. The first trend has occurred as organizations and institutions develop and adopt educational frameworks, such as the Royal College of Physicians and Surgeons of Canada CanMEDS 2015 Framework. [2] These frameworks are increasingly being adopted by other jurisdictions and have been integral to shift curricular, assessment, and accreditation systems. The second trend is that they have also served as the foundation of the shift to competency-based medical education that incorporates concepts such as milestones and entrustable professional activities. [3] [4] [5] These not only are beginning to be implemented with varying degrees of support but also are growing concerns about feasibility and utility. [6] These two trends are part of a larger third trend relating to the globalization of medical education, where educational frameworks, accreditation standards, curricular methods, and assessment techniques are spilling across borders and adopted often without the necessary caution of contextualization and adaption. [7, 8] Additional trends have included patients and communities calling for increased compassion and caring from healthcare providers (Associated Medical Services Phoenix Project) and the impact of restricted work hours as mandated by the Accreditation Council for Graduate Medical Education regulation and the European Working Time Directive for medical trainees to improve patient safety and optimize learning. [9, 10] 
Contextualized learning and assessment of nonmedical expert roles
Patients and families assume that we will be medical experts.
They expect that our current medical education system will ensure that our trainees and faculty will have the appropriate knowledge and skills to understand the diagnosis and management that they will require. What they expect however is that we purposefully address the non-Medical Expert (Intrinsic) Roles, such as Communicator, Collaborator, Health Advocate, Scholar, Leader, and Professional as enunciated in educational frameworks such as CanMEDS. These roles are understood to be both situated and context-bound, and in contrast to the traditional methods, we utilize for medical expertise they will require an investment of resources and effort as well as an exploration of the social sciences to identify new approaches to teaching and assessment. [11] In addition, as we shift from apprenticeship models of medical education, there is an increasing need to appropriately craft and communicate specific goals and objectives that will guide our teaching and assessment systems. This will transform the often-nebulous clinical experiences of traditional rotations into high-value focused opportunities, ones in which both learners and faculty have clarity as to educational expectations. Implementing a robust system of assessment that permits multiple samples of an individual, much like obtaining multiple biopsies of a tumor can increase accuracy in diagnosis. Using performance-based assessments, such as multisource feedback, mini-clinical evaluation exercise, and direct observation of procedural skills, but also measures such as reflective practice can assist as we attempt to identify authentic, pragmatic, and meaningful markers of performance not only to assess the competence of medical trainees but also to practicing clinicians to ensure their ongoing competence. [12, 13] 
Direct observation and formative feedback
With the adoption of models of competency-based medical education, it has been recognized that enablers such as direct observation and formative feedback will be required to ensuring competency and consistency in performance. These are not new comments though as Canadian-resident medical trainees have cited them as critical principles for quality postgraduate medical education. [14] Interestingly, these enablers could be and indeed are being implemented into our current model of medical education with significant positive impact on the educational experience of medical trainees. To accomplish this though, there will need to be a cadre of dedicated and trained faculty to not only lay eyes on what medical trainees of all levels do but also to provide them with meaningful formative feedback that can shape their performance. There are implications however to successful implementation which may include that faculty are supported to offset their busy clinical practices to take on these additional roles and responsibilities rather than add them on top of everything else. This however can lead to additional costs in the form of additional clinicians needed in the healthcare system to cover the clinical pressures or impacts on patient care delivery such as delays or increases in wait times.
Timely faculty development
Given the changes occurring, faculty members who traditionally have been strong clinicians and good role models will have additional roles to play, such as teachers, educators, assessors, and program developers. These new roles for faculty not just physicians but also other members of the care team that we will need to recruit for teaching and assessment purposes, will require appropriate targeted faculty development, coaching and even mentoring, to enable them to fulfill these important roles. However, in light of the busyness of clinical practices, whether, in the emergency room, inpatient units, operating rooms, or outpatient settings, there will need to be shift in how, where, when, and what type of faculty development is offered. Increasingly, it will be difficult to enable faculty to attend traditional centralized workshops, given constraints such as distance, time, clinical load, and finances, but rather there may be an opportunity to pursue short and concise just-in-time learning, either in-person and situated in the workplace or technology-enabled. Even still, there will need to be an active integration of observation and formative feedback, much like that proposed for the learners, to guide further professional development. The question will be does this need to be in-person and synchronous, or perhaps we can explore technology-mediated and asynchronous options that embed formative feedback, to access expertise that may or may not be local to the faculty.
Supportive scholarly minded integrated clinical learning networks
There will be an increasing need for the healthcare system and educational enterprise to invest in supporting clinical learning environments that are reflective of societal needs and future practice. All settings, including not only traditional academic health sciences centers, but also increasingly community-academic health centers, community teaching hospitals, long-term care facilities, and community clinics, will need to play a more substantive role in educating health professionals. There will be a need to shift from institution-focused to having a focus on an integrative network that is as much focused on advanced highly specialized care as it is on primary care, disease prevention, and health promotion. Embedding education and research into these contexts means creating opportunities for system-level approaches not only to address clinical challenges but also to share limited resources, maximize clinical expertise, and break through traditional silos. From an education and research perspective, it opens up the possibility of implementing system-level initiatives that crosscut settings, meets clinical needs, and follows the journey of the patient. To successfully achieve this, there will be a need to ensure that our staff, physicians, and also trainees, regardless of location in the network, are supported to think scholarly, to identify challenges, pose questions, and utilize rigorous methodologies to explore innovative solutions that can be implemented, evaluated, refined, and re-evaluated both in a context-appropriate manner and in short timeframes. [15] aligNMeNt As I started, we are living in interesting times, but I would also add opportune times. Irrespective of our roles or titles, whether as leaders in medical education such as those in the deanery or hospital administration, or at the frontlines such as clinical teachers and educators, we have an opportunity to dramatically shift the status quo in medical education to be responsive or even ahead of the trends in our healthcare system. It will however take perseverance, courage, support of senior mentors and administration, and a scholarly approach to our educational innovations to shift from where we are to where we need to be to meet the healthcare needs of our populations, patients, and invariably our own parents and families.
refereNces
